A 77-year-old man developed diplopia, gait ataxia, and paresthesia. A clinical examination also revealed ophthalmoplegia, facial palsy, ataxia of the limbs and trunk, and reduced deep tender reflexes. Laboratory and electrophysiological studies revealed albuminocytological dissociation and demyelination. He was diagnosed as Miller-Fisher syndrome and received intravenous immunoglobulin therapy. His clinical symptoms deteriorated at 12 weeks after onset. We diagnosed acute-onset chronic inflammatory demyelinating polyradiculoneuropathy, and which the patient recovered from following corticosteroid therapy. 
A B Figure 1 . Abdominal X-ray at second day of admission. Small and large bowels were distended diffusely without evidence of obstruction (A). Previously shown distended bowel loops have been resolved after ten days (B). Blink reflex R supraorbital B Figure 2 . The results of facial nerve conduction and blink reflex study. Facial nerve conduction study showed prolonged terminal latency and low CMAP amplitude with left facial nerve stimulation, no response with right one. Blink reflexes showed prolonged ipsilateral R1, R2 latencies and poor wave formation in contralateral R2 latency with left supraorbital nerve stimulation (A). There were no responses in ipsilateral R1, R2 latencies and prolonged contralateral R2 latency with right supraorbital nerve stimulation (B). NCS; nerve conduction study, CMAP; compound muscle action potential, NP; no potential, Amp; amplitude, d Lat; delta take off latency, Resp; response. (Fig. 1-A Fig. 1-B (Table) . 
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